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Full termAbstract Background: Septate uterus is the commonest form of uterine anomaly and has the
highest reproductive failure rate.
Case report: A 35-year-old female, G2P1 with one living male child admitted in our department.
She had a previous history of elective caesarean section due to breech presentation. She had an
emergency caesarean section due to premature rupture of membranes at 39 weeks gestation with
drained liquor on ultrasound. The delivery of a normal live female baby occurred. There was
intraoperative ﬁnding of septate uterus with dimple at the fundus.
Conclusion: Congenital uterine anomalies especially septate uterus, though rare, should be suspected
in women with positive history of miscarriage, preterm delivery and malpresentation.
 2014 The Egyptian Society of Radiology and Nuclear Medicine. Production and hosting by Elsevier
B.V. All rights reserved.1. Introduction
Septate uterus is caused by incomplete resorption of the Mulle-
rian duct during embryogenesis. The incidence of uterine defects
in the general population and in infertile women is 4.3% and 5–
25% in women with recurrent pregnancy loss.(1–3) The septate
uterus is the commonest form of structural uterine anomaly and
has the highest reproductive failure rate.(4,5) A case report on
septate uterus, an incidental ﬁnding in a multiparous woman
who had an emergency caesarean section.2. Case report
A 35-year-old female, G2P1, with one living male child admitted
to our department with preterm premature rupture of membrane
at 39 weeks. She had a HSG done after the ﬁrst caesarean sec-
tion showing a uterine septum with enlarged right horn than
the left indicating the site of the previous pregnancy (Fig. 1).
The foetal and maternal vital signs were normal. Urgent obstet-
ric ultrasound scan revealed a viable singleton intrauterine gesta-
tion in longitudinal lie and breech presentation. There was severe
oligohydramnios. She had an elective caesarean section with the
delivery of a live male baby. The following intraoperative ﬁnd-
ings were recorded (Fig. 2): (1) Gravid uterus harbouring single-
ton intrauterine gestation in longitudinal lie and breech
presentation, (2) Dimple at the uterine fundus, uterine septum
extending from the fundus to the corpus uteri, enlarged right
horn contining the present pregnancy and the other is smaller.
Also, other abdominal viscera were normal.ed.
Fig. 1 Hysterosalpingogram with septate uterus and enlarged
right horn.
Fig. 2 Intraoperative, broad fundus with indentation of the
serosa at midline and enlarged right horn.
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charged home after 48 h.
3. Discussion
A uterine septum is a congenital malformation where the uter-
ine cavity is divided by a longitudinal septum. Mainly the ser-
osa surface of the uterus has a normal typical shape. However,
a groove-like induration was noticed in this case. The wedge-
like partition may involve only the superior part of the cavity
resulting in an incomplete septum or a subseptate uterus, or
less frequently the total length of the cavity (complete septum)
and the cervix resulting in a double cervix. A subseptate vari-
ety was found in this patient. The septation may also continue
caudally into the vagina resulting in a double vagina (6).
The patient presented did not experience any of these com-
plications. The condition may not be known to the affected
individual and may not result in any reproductive problems;thus normal pregnancies may occur (7), as it is for the case
being presented.
The diagnosis of septate uterus can be achieved with 3D
ultrasound scan, hysteroscopy, magnetic resonance imaging
(MRI), and hysterolaparoscopy which is the gold standard
(8,9).
The place of surgery is controversial. Some authors’ belief
is that septum should not be removed if detected in an asymp-
tomatic patient undergoing routine evaluation for infertility or
non-infertility related indications. On the other side, some
authors believe that it is not reasonable to expose infertility
patients with septum to high risk of miscarriage when she
ﬁnally gets pregnant (10,11). However, there is a consensus
of opinion that surgery should be done when septate uterus
is detected in women with recurrent pregnancy loss. Hystero-
scopic septoplasty is a highly favoured procedure resulting in
low morbidity and improvement in pregnancy outcomes (12).
In this case, we did not contemplate removing the septum
because the caesarean section was an emergent intrapartum
one with likelihood of genital sepsis that may complicate
healing.
In conclusion, congenital uterine anomalies as septate
uterus, though rare, should be suspected in women with posi-
tive history of recurrent miscarriage, preterm delivery, and
malpresentation.
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